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s | This Plan of Correction Is the center's crediblz
: ! Niegati liance.
F 281.| 483.20(k)(3)(i) SERVIGES PROVIDED MEET Fogqf . asfion of compliamne
$5=D | PROFESSIONAL STANDARDS ! Preparatior. and/or execution af this plan of sorrection
‘ - : T Ot COn S SIS ton DT T e By i
The services provided or arranged by the facility provider of the truth of the facts alleged or conclusions
: . set forth in the statement of deficiencies. The plan of
must meet professional standards of quality. | correciion is prepared and/or executed solely because
it is required by the provisions of federal and state I,
1 |
This REQUIREMENT “is not met s evidenced | ' ” '
by: 3
Based on medical record review, observation, It i5 the practice of our Conter to ensure that services

review of faciiity policy, and interview, the facility provided meet professional standards. In order to maintain

failed to administer pain medication as ordered our standards, date cniry personnel and licensed nutsing
for one resident (#3); failed to administer the - ;‘fﬁgﬁ{;;ﬁﬁﬁ;ﬂﬁ{%ﬁ;bﬁg e
correct medication for one, resident (#3); and J orders. They will receive additional traiing regarding sig
| failed to administer medication via & Gastrostomy . codeabbroviations on September 20, 2011. A Iiét of
| tube per policy for one resident (#10) of ninetean - approved gbbreviations including sig codes will be placed
residents reviewed '+ Inmodication transcribing Jocations i e nurses station
v . with focus placed on those not to be used. Data Entry
— e possonnel will have a visible posting of sig codes that are
& nhdings included: . 1ot 10 be used.
Resident #3 was admitted to the faciiity on o e n,fjg,’,’:;d‘ﬂf}f:ﬁ;ﬁ::i ueiol
December 17, 2010, with diagnoses inciuding administation of medications. Dats entry pessomme] will
Adult Failure to Thrive and Dermentia, report to the DNS or ADNS any unacceptable sig codes
written by hcmaed staff ir.hduded it physicians ordere,
Medical racord review of a physician's order Eﬁ:;‘ P e bl comatal e e
dated May 25, 2011, revealed a scheduled ' |7
narcotic pain medication order "Morphine IR Sig cadaalwi'ﬂ 'ucmnfnimhmd ::;gmhly bya ﬁz&nsed nurse
7 s, e 4 priot to plagement of each resident’s recapitulated
| ;{:rr;m‘ea::::af rel?asg) 15mg §m|}lrgra?'ms) 7 (ong medication administration record for use. The Assistast
| half) tab (tablet) 4 imes daily pain. . Dircetor of Nursing will report to the Executive Director,
|| [ Director of Nursing Services, Staff Davelopment
Medical record review of the Medication ~ Cnondinator) Nutritional Services Manager, Social
Administration Record dated June 1, 2011, | e snl i S il RSSL
revealed the [:00 p.m., 5:00 p.m., and 9:00 p.m., Medijcal Direstor (quarterly) the resuits of their review of

doses of Morphine IR 15mg were not acceptable sig oode abbroviations during the monthly

administered to resident #3 as ordered by the Performanc lmprovemen Commitiee Meeting.

physician, | The Staff Developmeat Coordinator will validate the

! medication pass protoco! with RN #1 (Guring the week of

Interview with RN (Registered Nurse) #1 on 9/12/2011. The m=view will include checkingthe. v, . .o
medication sdministration record to the medization card

August 23, 2011, at 8:55 a.m., in the 200 hall, at : |

5 '8 ? VIDER/SLIFPLIER REPRESE.NTF\TIV' S]GLATURE [ | TITLE ) ! B) PATE
DI e Xt llne Daaasr 150

' deficiency statement ending with an asterisk (*) denotes a defisiency which the institutian may be excus:ad from cormmacting providing it is determined that
ar safeguards provide sufficient protaction {o'the patients, (See instruciions ) Except for nursing harmes, the findings stated abave are disciosable 90 days
wing the dats of survay whather or not & plan of correction is provided, For nursing homes, the above findings and plans of comrection arz disclesable 14
s following the date these documeants are made available to the facility. If deficiensies are cited, an approved plan of correction is reguisite to centinued

2ram particlpation.
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F 281 ! Continued From page 1 F 281 This Plan of Correction ic the eenter's eredible

| the medication cart confirmed the three doses

allegation of compliance,
|

(T:00 p.m., 5:00 p.m., and 800 p.m.) of Morphine
IR 15 mg were not administered as ordered on
June 1, 2011,

Medical record review of a recapitulation
physician's order dated May 17, 2011, revealed
“Ativan 1mg sl (sublingual) every 8 hours prn (as

| needed) Acute Agitation.” Further medical record
review of a recapltulation order dated May 25,
2011, revealed "Morphine IR 15mg - 1/2 tab 4
times daily Pain."

Medical record review of & Condition Change
Form completed by RN #1, dated August 20,
2011, revealed "Pt (patient) received Ativan 1mg
{milligram) po (by mouth) @ (at) 1300 (1:00
p.m.}...was supposed to receive Morphine IR 7.5
mg po - scheduled medication...no adverse
reaction.”

Interview with RN #1 on August 23, 2010, at 2:58
i a.m,, on the 200 hall, at the medication cart,

| confirmed the medication error oceurred o

| August 20, 2011, At the time of the interview, RN
#1 stated " just gave the wrong pill."

Observation on August 23, 2011, at 7:50 a.m.,
revealed Licensed Practical Nurse (LPN #1)
obtained medications to administer o resident
#10. Continued observation revealed LPN #1
abtained 15 mi (milliliters=20 millequivaients) of
Potassium Chloride liguid and a crushed
multivitamin. Observation reveaied LPN #1 turned
the enteral feeding pump to 'hold" position and
removed the plunger from the syringe,
Observation revealad LPN #1 connectad the

| Syringe fo the Gastrosiomy port and poured 30 mi

" Cass Manager for review and

Preparation and/or execution of this plan of correction
does not constitute admission or agraemens by the
provider of the truth of the facts alieged or conefusions
setforth in the statemenz of defizizneisy: T plan o
correction I prepartd emd/or executed solely beemeue

itis regr:zz’red by the provisions of federal and state law,

and -_rachacking with the medication record prior to
adlmm'sitrinfg cach medication. All Licopsed nurses st
pass a medication examination apd demonsteate

compotencies in medication sdministratios upon hire prior

10 administering medications. Licensed muses who

administer medications demonstrate competency in
medication delivery during their annus] skeills compétency
cheak pc.'fonjned on the anniversary month by the Staff
Development Coordinator or the Consulfant Pharmacist,
Director of Nursing Serviccs, Assistagt Director of
Nursing Sm#m or Staff Development Coord, will
observe at least one licsnsed nuras during a Medication
pass 3 titnes cach waek for 1 week & 1 Gme cach woek for
1 month and then each murse anmually, Licepsed TUrsing
staff administering medications wit] complete review of
administration of medication by gastrostomy protocol and
perform a refun demonstration of their competency in
administration of medications via the ferding tube which
will be completed by Detober & Observation of

 medication suministration via thic feeding tube will be
+ ohserved by the Staff Development Coomdinator, Director

aof Nutsing Seryices, Asst, Diveetor of Nursing Services or
Fharmacy Consultant twice weskly for four weeks, anes
weakly for two[weeks apd énee monthly thereafter, .

Results of medication administration audits will be

| presented to the Performance improvement esmmittes

consisting of the Medical Direstor (quartérly), Executive
Director, DNS, |Asst. DN, $taff Development Coord.,
Sacial Services, Activity Dirsctor, Business Office
Manager, Admissionz Coordinator, MDS Coordimator and
monthly meeting,

| 76

| m— e e
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# C o Mgk ma Tenil il el
S e T S
— i ,'_ "“‘m"“; '-—J 2 RN “ T ey
F 281 | ContinuediFrgmm __;i[gg,_-;gm .
et el g ey R YT LT
of waiter inte theSynngas SRt ATEd X
TeveRis TN e e e
resident's abdominalares: -
a0 Contipmap aEa Ren e T o) SR T R ), i
Obsetvationreyadcdi e e e e e
admiriSler e ieaic: SRR s e R T
Review TSI bl ML e che i g
EVIEW OF TACIILY policy; Med S e Provider of the yraith of e facts aleged or cortludicns | {EUh
Tube, revéaled tICHECKTE sy NI Serorth TR Sratem bl S AR oY, ThE by, 1o
placement” priorF(iisH feading COrFECtion & prépared andlor evsciied solely bocause | 1T
30 ml of warm water) .. JEIsREEi e ey " 5 required by the prihistons of federal and siape v, |
Interview with the Director of Nursing on Auguist T SN ¥ i-
1: .m,, a s' ioh,. - | i
24. 501 15?:; f‘IBU $ mf.a-?téh?e nUFISWE! Sotation, i h }:g-ﬂ]ﬁ pnlimm Gf'G‘l.'IJ.‘ Ccnmm engure ‘thattbe e e
| confirmed the facility ailed to verily proper ‘ resident environment remains as free of accident
[ placgrr_nent of the feeding tube prior to medication hazards 2815 possible; and each resident rascives
administration. , : adequate supervision and assistance devices o
F 323 | 483.25(h) FREE OF AGCCIDENT F 323/ | preventactidents. Alanm was roplaced on
85=D | HAZARDS/SUPERVISION/DEVICES : resident 5 on 6/23/11. Licensed Nurses will
+ check and jnitial the presence of wander alarms
s ; i on thos id i i
The facility must ensure that the resident | dactor e pocats with alanms in place st east

I environment remains as free of accident hazards

deily, The function of individual alarma ;s

_ b 5 2 : _ J checked weekdy and documented by maintenance
as is possible; &nd each resident receives . , ). | personnal. L
adecuate suparvision and assistance devices to

prevant accidents.™ ™ 7 ' | Documentation of licensed nurses alarm checks

] § will beaudited three days weekly for one mon R
I weckly Tar ane month followed by Ohgmmﬂl’ ;

: ¢ during regular Soor rounds by the Direotor of
S Lo i’ N“;:aﬂééﬂt}ﬁ‘l’e&msmﬁbﬁ&mromemg -
o e s Die w oL -~ 1 or, Staff DevelopmentCoordinater, Re Eoe e b
Thiss REQUIREMENT s A0LMCt 8 slldEn0d - < » <o oiele S ok il oe e g e o L o
by: R — e cssmainan e f‘"““ﬂg{nqn.ﬂ‘llfafﬁmfcmance-Impmvm;m O
Based on medical record feview and inferview | ., . | Commintomesting atended'by Medical Director ... 1.cc.
the facility failed to ensure a safety device T TquErtely); Execiitve Directer, D of

(wander guard alarm) was in place and i or .01 Nurse, ]
functioning properiy, to prevent an elopement 1i m;%ﬁzfggﬁgﬂﬁﬁﬁﬂ
(ieaving the-facility without authonzairgn or . v i (1 B Manirgc%, Sicinas Omm W
supervision) for one resident (#5) of ninetesn ‘ s ; Adnrissiomy Direotor & WDS Cosrtines
residents reviewed, I ‘

"} Nurses, Asst | Director of Nurses, Staff

[
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F 3234

.| abserved in parkmg lot in wfc (wheelchair), Stated

| SPREAD, LINENS

Gontinued From page 3

F 323

Thefindings-incioded:

Resident #5 was admitted fo the facility on June
1, 2002, with dlagnoses inciuding Hypertension,
Chromc Renal Insufficiency, and Dementia.

Medical record review of the care plan dated
September 9, 2009, revealed "wandering alert
device on person and walker at all times."

Mediical record raview of a nurse's note dated
June 23, 2011, at 1:50 p.m. revealed "Resident

she was going home."

Review of the facility's investigation dated June
23, 2011, revealed "Elopeinant : out of
building...no injury." Continued review of the
facility investigation revealed "...Resident sent to
hospital 8-19-11 at 11:05 a.m., at that time R.N.
(Registered Nurse) #3 removed wander guard
bracefet from left ankie, per poiicy. Resident #3
returned on 8-19-11 at 1530 (3:30 pm.) and
wander guard bracelet was not put back on
resident...not discovered wander guard not on,
until elopement today (4days later)- alarm dmn i
sound when resident exited door.”

Interview with the DON (Director of Nursing) on
August 23, 2011, at 1:05 p.m. in the nurse's
stafion, confirmed the resident had bezn
discovered outside of the building without the
saféty alarm in place on June 23, 2011,

483.85 INFECTION CONTROL PREVENT

The faciiity must establish and maintain an

F 441
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: This Plap of Correction is fhe center’s credible
E 441 a!fﬂga:k_-n of compliance.

F 441 | Continued From page 4 .
Infection Control Program designed to prévide a

Prepm-ahon andlor execution. of this plan oftorrection

safgrsanitary-and-comfortableenvironmentang
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program .
The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and pravents infactions
in the facility:

(2) Decides what procedures, such as isolation,
should be appiied to an individual resident: and
(3) Maintains a record of incidents and corrective
actions related to infections. ; ]

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident néeds isolation to
prevent the spread of infection, the facility must
isolate the resident. ;

| (2) The facility must prohibit employees with
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease. -

| (3) The facility must require staff to wash their
hands after each diract resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens
| Personnel must handle, stare, process and
fransport linens so ag to pravent the spread of

infection.

| This REQUIREMENT is not met as evidenced
by:

|

does nozicanstitute admission or agreemeént by the
provider of the truth of the feets alleged or conclusions

set forth fn the statement of defitiencips, The Blan of

correction it prepared andlorexecuted solely Begause S

itis required by the provisions of federal and state faw.

It is the practice of our Center to establigh
avd maintain an Infection Control Program
designed to provide a safe, sanitary and
comfortable environment and 1o help prevast
the development and transmission of disease -
and infection. Licensed nurseg wil] receive
-validatian: of competency in clean dressing
change procedure with focus on hand
hygiene. M aurses will perform a retum
demonstration of their competency in a clean
dressing change by 10¢tober &, Newly hired

nurses will receive competency trajning in

: cloan dressing changes prior to perforiing a

clean dreséing change, All licensed nurses

: will dcmonrsfmte proper technique during a

clean dressing change during their anrmal

' mmwmary competency checks,

Observation of treatments being performed
will be conciiuctad three times weekly for one
motth then once weekly for one month. As
part of the Infection Contro] Plan , the

Infection Px'{éve'ﬂﬁdﬁiéf, Direcior of Nursing

| Services, Staff Development Coordinator or

Asst. Director of Nurses will observe

treatments a:.i least three times each gquarter.
Results of treatment audits will be presented

to the Performance Improvement Team
| f
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEEC): '1:?[ CT\I:I]E APPROPRIATE DATE
. _ DEF)
- r' This Plan of Correction is the center's credible
F 441 | Continued From page 5 F 441 i allegation of complianae.
Based on medical reg:ord revie.w‘ facility po!icy Preparation and/or exscution of this plan of correction
'revremmtmﬁfemeﬂﬁmmuy does 1ot constitule admission or Ggreement by the
failed to maintain infection control during a | provider of the truth of the facts alleged or conclusions e
procedure for two (#8, #19) of ninetean residents i ;zzzdﬂfa ;ﬂ j;mmmﬁ fﬁ;pbian of
. fole, CaUsE
reviewed. ) rcguirsdiby the provisions gf federal and state jow.
2 . . ] : . . i
The findings included: consisting of Medical Director (quarterly),
. . u o tive Director, Dir £ Niusi
Resident #3 was admitted to the facility on ;E};;ie:e szngmi szﬁrut}wﬁiim‘g
February 28, 2009, with diagnoses including |Staff Develbpment Coordinator Mogg’
Maou{ar Degeneration, Mypertension, and Coo::di.natoxl' P;’Jutritiomal Servio::s Manager
Alzheimer's Disease. Sosial Serviccs Director, Activity Diréctor,
s o Business Office Manager, Plant Operations
Observation of a dressing change, on August 22, = i i
2011, at 3:00 p.m., with RN {Registered Nurse) g;:ﬂ’ tse Manager and A s

-and perfarm hand hygienie...put on third pair of

| Interview on August 22, 2011, at 3:25 p.m., in the

#2 reveaied the following: RN %2 washed the
hands and applied gloves, removed the drassing
from the left lower arm, ¢leaned the wound on the
left lower arm with wound cleanser, rinsed with
normal saline, dried the wound, and applied the
antibiotic ointment using a g-tip without changing
the glaves and washing the hands.

Review of the facility policy, Ciean Dressing
Change, revealed "...Remove soiled dressing and
discard in plastic bag...Remove gloves and
dispose in plastic bag...Perform hand hygiene
and put on second pair of gioves...Cleanse
wound with prescribed solution...Remove gloves

gloves...Apply prescribed medication, if
ordered.. Apply dressing, and secure as
ordered.."

hall, with RN #2, confirmed the gloves were not
removad and hands washed after removing the
dressing on the |2ft lower arm.

Nursing Assfistams performing incontinent
care on residents will receive retrajning to
validate their competency that will include
when to change gloves from clean to dirty by
(fetober ¥, | Gloves will be changed when
soiled and prior to application of clean brief,

. The Staff Development Coordinator will

; train all new resident care staff jo proper
changing of gloves when performing
hygiene changes upon hire. Nursing
asgistarits will perform a hygienc change as

i part of their 2nnual competency evaluations.

" Observation of hygiene changes will be

* performed by the Staff Development
Coordipator, Infection Preventionist, =
Director of Nursing Services or Assistant
Director of Nlursmg twice weekly for two
weeks, weekly for one month and randomly
during routing ronnds thereafter Resnlts of it
hygiene audits will be presented to the

A CMB-2357(02-08) Previous Versions Obsclete Event ID; KECU1{
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F 441 | Continued From page 6 F 441 JI -
_ This Plan of Correction is the canter's credip]
L allegation of complianes £
Resident#1owas agmitted 1o the facility on .
January 8, 2010, with diagnoses includin reparation and/or execuzipn of thy. — T ——
| Muliiple Sclerosis. ° { jf:: ;;j; :;;’;-;ff;:e t:;m;d‘fgc f‘ffgm?rgfgf’"’“
' L setforth in the e JGELS alleged ar eonolusions ’
Observation on August 24, 2011, at 12:10 p.m., , m;,’m‘:;’;,:;';mfzgfmm The plar of
reveaied Certified Nursing Assistant (CNA #1) | It regiiond By the provisions o e i) Decause
and CNA #2 preparing to perform incontinence i : e o
care for resident #19, Continued observation ! Per'fomliance Improvement Team congistin
revealed CNA #1 with gioved hands sprayed the ; ofthe Medical Directer (quarterly) %
perineal cleaner on a washcloth and proceeded + Executive Director, Director of Nugeis
to clean the perineal area. CNA #1 continued to Services, Asst. Direatoy of Nursing Se; 8
ciean the resident's bottom including cleaning ase Manager, SmﬁDwﬁl@pmmﬁ Lt
boweal movement. Continued observation Coordinstor, MDS Coordinator, Nutiti
revealed CNA #1, without changing gloves, Services Manaper, Plant Operations sl
applied a clean brief, held the under pad and Manager, Activity Director, Social Serv:
assisted the resident to roll over. and Busitess Office Mamg;er e
Interview with CNA #1 in the resident's room on
August 24, 2011, at 12:28 p.m., confirmed ths
| gioves were not changed after cleaning bowel
| movement from tha resident. vy
Interview with the Staff Development Cootdinator ’*0 ALt
on August 24, 2011, at 12:30 p.m., on the 200 /i
hall; confirmed the facility failed to change
contaminated gloves prior to applying a clean
brief. {
| |
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